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BACKGROUND

The document published by the Department of Health (DH) on 3rd August 2011, “Operational Guidance to the NHS:  Extending Patient Choice of Provider”, provides guidance to providers and commissioners on implementation of the “government commitment to extend patient choice” of Any Qualified Provider (AQP).  There will be a phased roll out, starting with selected community and mental health services, from April 2012.  This means that, when patients are referred for a service, they will be able to choose from a number of qualified providers; this system is already in use for some elective procedures.
Following consultation with patient groups, the DH has identified 8 services that are recommended for implementation of AQP; one of these is wheelchair services. By the end of October 2011, each Strategic Health Authority (SHA) was to have chosen 3 (or more) services for implementation of AQP in their area; by the time of publication of this PMG journal, each of us should know whether provision of wheelchair services has been chosen in our local area.
CONCERNS AND RECOMMENDATIONS

PMG members are concerned about what AQP will mean for their clients and also for themselves.  A document published recently by PMG and the British Healthcare Trades Association (BHTA) compiled comments from members of PMG, BHTA, the National Wheelchair Managers Forum (NWMF), and  the Rehabilitation Engineering Services Management Group (RESMaG), and was circulated widely.  

In the process of gathering this information, we were put in touch with members of the AQP Implementation Team for wheelchair services and have been given the opportunity to comment on some of the documents they are producing.  Although we are very pleased to be consulted, and we have offered to advise on some aspects of their work (as described below), we would like to make it clear that we have some fundamental concerns and recommendations: 
1. WHY IS THIS BEING DONE AT ALL?  After years of work to develop skills and establish effective case management systems and channels of communication, we wonder why improvements cannot be made within the current system.  These concerns are highlighted in comments, quoted below, recently made by the parent of a wheelchair user. In response to the question, “How do parents perceive the ‘problems’ with the current system?” he replies with some suggestions for improvements within the current system:
“Lack of a Seat Riser is the most common reason for a family to set out to obtain a different powered wheelchair. This results in charities funding a second powerchair, where there could have been an addition to the first powerchair. 

Families often want to have a wheelchair that is more acceptable due to having design features and colours that they like. 

Current provision does not consider other members of the family – often siblings and friends need to be transported as well. 

Families will often operate with a level of compromise in order to be able to continue a lifestyle that they find acceptable. This means that often a piece of mobility equipment that is 100% posturally effective may only be used 20% of the time. (We believe the 90% posturally effective 80% of the time is better than a beanbag!). The allowance of a little compromise may need to be recognized.”
These comments relate mainly to clients and their families wanting or needing more than that which is provided within current budgets and eligibility criteria, and it is suggested that improved partnership arrangements with 3rd sector funders/providers could (and currently, in many places, do) fill this gap.  This parent feels strongly that this can and should be done within the current structure. 
Commenting on the broader themes of the PMG/BHTA publication, “The Future of Wheelchair Services – Any Qualified Provider”, he continued:
“Many of the contributors are known to me personally and I rank them among the finest and most dedicated in the postural mobility world. Whilst the contributions are clearly aimed at resisting an ill-prepared scheme that is threatening to engulf the current provision arrangements, my thoughts were running along the lines of ‘What is actually wrong with the current system?’.  We clearly have the best and most qualified people in the NHS Wheelchair Services – how can we liberate them?”
2. FRAGMENTATION OF THE SERVICE: Within the proposed system, the service will be divided in 3 ways, as described below, and we fear that this fragmentation may lead to poor communication, loss of established care pathways which link with other services, inefficiency, and inequality.   
· Division by age:  Although the AQP team has strongly advised against dividing the service into paediatrics and adults, it is still split by age on some of the DH documents and website, and some SHAs /commissioning groups have indeed chosen paediatric wheelchair services as one of their services to be provided via the AQP process.  We wonder why or how the service will suddenly differ once an arbitrary age is reached.
· Division into 2 distinct stages of the process, the first stage being assessment and prescription, and the second stage being provision of equipment.  The experience of many very experienced services is that it is just not possible to generically “prescribe” in such a way as to leave a user with choice of the final product. Furthermore the prescriber has a professional duty to ensure that the prescription meets the needs identified at the assessment.   If this is to be the process, prescription forms must specifically define the clinical/postural aims (not just the measurements) but also remain generic enough to enable users to choose their individual solution.  
· Division by level of disability/complexity of provision.  Within the proposed model, eligible wheelchair users are being divided into 3 groups, and each group may be managed differently:

a) People with “complex physical disabilities” (according to definition no. 5 of the Specialised Services National Definitions Set) will have their equipment assessed, prescribed, and provided via a “Specialist Wheelchair and Seating Service”
b) Somewhat less complex cases will be dealt with via the new AQP agenda, using “qualified/experienced” clinicians to assess and prescribe, followed by provision of equipment
c) Fairly straightforward “standard” cases will be dealt with via AQP using “competent assessors/prescribers”, followed by equipment provision
3. FOCUS ON THE PERSON RATHER THAN ON THE EQUIPMENT.  The draft specifications for implementation of AQP for wheelchair services focus primarily on equipment, but wheelchair services are clinical.  All elements of managing the client’s disabilities must be addressed, including management of spasticity, minimising deterioration, maximising function, avoiding tissue damage and pressure sores, and responding to lifetime changes and increasing needs. 

4. COMMON ELIGIBILITY CRITERIA must be used nationally, with local variations as highlighted by local consultation.
5. UNIVERSAL CRITERIA must be used to specify Any Qualified Provider, with competition on a level playing field.  These criteria must define the service being provided, and the level of expertise required for clinical staff.  We recommend that the levels of training should be comparable to those within the NHS, and continued professional development must be guaranteed.
6. AQP CONTRACT TIMESCALES MUST BE LONG TERM as frequent changes in contracts will lead to confusion, poor communication, difficulty maintaining levels of qualifications, and even more fragmentation.
PMG MEMBERS HAVE OFFERED ADVICE OR ARE ALREADY INVOLVED IN ADVISING IN THE FOLLOWING AREAS:
· Defining levels of complexity, which we hope to do from a person perspective NOT an equipment perspective, and we hope to include relevant multidimensional factors
· Defining competencies (qualifications and experience) of clinical staff and required continued professional development

· Defining levels of tariffs related to level of complexity 
We are very grateful to the many PMG members who have “rallied round” and assisted with feedback and comments to the AQP team.

